Cystic dilatation of Cowper's gland ducts (Cowper's syringocele) is uncommon in children and is frequently asymptomatic, but it may cause urinary infection, haematuria, dysuria, and obstructive voiding symptoms. Fifteen consecutive children with syringocele aged 15 days to 15 years old are reported here. Only four patients with obstructive syringocele were successfully treated surgically; all the others were successfully treated conservatively. The true clinical significance of Cowper's syringocele lies in its potential to cause urethral obstruction. Careful clinical, radiological, endoscopic, and urodynamic evaluation is necessary in order to avoid unnecessary surgery. (Arch Dis Child 1996;75:71-73) 
Subjects, methods, and results
In the past 17 years, 15 boys had Cowper's syringocele diagnosed in our surgical department. Symptoms, diagnosis, and associated malformations are summarised in table 1. Three patients with obstruction were treated successfully by endoscopic unroofing by Bugbee electrode.
A newborn infant with severe obstructive syringocele, bilateral megaureter, and renal failure was treated by Blocksom vesicostomy with reduction of ureteral dilatations and improvement in renal function at 18 months' follow up (fig 1) . In two patients no treatment was performed and the remaining patients received medical treatment and were asymptomatic after 12-24 months.
Discussion
The Cowper's glands are the paired bulbourethral glands lying dorsally to and either side of the membranous urethra. 6 Diagnosis is best made by voiding cystourethrography. Uroflowmetry is helpful in suspected obstructive syringocele and in postoperative follow up (fig 2) . Endoscopy is performed to confirm diagnosis and/or to marsupialise the obstructive syringocele.1' '4 Dilatation of Cowper's gland ducts is classified by Maizels et al and divided into four groups: (1) simple syringocele-a minimally dilated duct which permits reflux from the urethra into the duct; (2) perforate syringocelewhen the dilated distal portion of the duct drains in the bulbar urethra via a wide patulous void and non-obstructive syringocele (groups 1 and 4 of their classification) (fig 3) . In the literature to date, all obstructive or symptomatic non-obstructive syringoceles were treated by surgery. ' 35 In our experience only the obstructive group requires endoscopic or open surgery; non-obstructive symptomatic syringoceles are best treated medically.
The true clinical significance of Cowper's syringocele is the potential to cause urethral obstruction. Therefore, in paediatric practice, the syringocele must always be considered during evaluation of a boy with suspected obstruction of lower urinary tract. Careful clinical, radiological, endoscopic, and urodynamic evaluations are necessary in all cases of syringocele in order to avoid unnecessary surgery.
